INTRODUCTION
Psychological assessment is a core component of contemporary clinical psychology practice, but one that has seldom been studied systematically in Britain. Assessment plays a crucial role both in the initial evaluation of a client, and also in monitoring progress and measuring the outcome of treatment. The present paper reports a survey of assessment practices of clinical psychologists working in the West Midlands, and compares the results to those of surveys of North American clinicians as a way of exploring some of the factors that influence assessment practices, and identifying issues of concern for further study.
The British-American comparison seemed likely to be of interest in part because of recent criticism of many established practices in North American clinical psychology and psychotherapy. Dawes (1994) , for instance, has argued controversially and forcefully that there is little evidence for the effectiveness of much clinical psychology practice in North America. He singled out assessment practices for detailed criticism, and it is of interest to find out how and to what extent the assessment practices of British clinical psychologists differed from those of the North American professionals criticized by Dawes and others. Some differences in assessment practices between Britain and North America seemed likely because of some major differences in the contexts in which clinical psychology is practised in the two countries. While there are public hospitals and health centres in the US, current delivery 286
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of psychological services is dominated by the private sector. In Britain the balance between public and private health care is the reverse of that in the US, and most British clinical psychologists work within the NHS. Consequently, American clinical psychologists more often than their British counterparts have to provide assessments and diagnoses for the purposes of reimbursement by health management organizations and medical insurance companies.
The current research, then, had two broad purposes. The first was to compare the psychological assessment practices of British and North American clinical psychologists. The second purpose was to survey and explore the types and frequency of use of assessment procedures that clinical psychologists in the UK now use in different settings, and the types of assessment procedures they recommend that students should learn about.
The questionnaire used in the present study was based on a survey conducted in the United States (Watkins, Campbell, Nieberding, & Hallmark, 1995) 
METHOD

Participants
Questionnaires were posted to 270 clinical psychologists, who were clinical supervisors for the clinical psychology doctorate course at Birmingham University. Of the 270 questionnaires that were posted, 162 (60%) were returned. Two of the respondents failed to complete the questionnaire and another two were excluded as they were psychological assistants, bringing our usable return rate to 58.5%.
Instrument
The questionnaire and procedure developed by Watkins et al. (1995) were followed closely, but with minor amendments to remove inappropriate American references. In a preliminary pilot study, Watkins' list of tests was sent to four clinical psychologists to be reviewed. They were asked to indicate those tests/measures that were very unlikely to be used in Britain, and to add the names of any tests likely to be used by British clinical psychologists but not included in the list. The entire questionnaire was then piloted with four further clinical psychologists.
The questionnaire contained questions relating to six main areas: (a) professional information about the respondents; (b) the percentage of their working hours devoted to clinical work and individual assessment, including the percentage of their time spent on four types of assessment (objective, projective, clinical interviews and direct observation); (c) the importance of various factors in their decisions to use psychological tests; (d) their views on why clinical psychology trainees should learn about assessment; (e) the objective assessment procedures and projective techniques in which they believed clinical psychology trainees should be competent; (f) their own usage of particular tests and assessment procedures.
Procedure
Potential participants were sent the questionnaire by mail in a pack together with a covering letter and a prepaid return envelope. Four weeks later an additional mailing was sent to those who had not yet replied, in order to increase the number of returns.
RESULTS
Profile of the Participants
Of those who completed the questionnaire, 46 (29.1%) worked in clinical psychology departments of NHS hospitals, four (2.5%) worked in private hospitals, 103 (65.2%) worked in community mental health services, and the rest, five (3.2%), worked in other services. They were all chartered clinical psychologists, with a mean of 13.6 years experience in practice. The principal client groups served by the respondents are indicated in Table 1 , with the numbers of respondents serving each client group. A review of the course records of all clinical supervisors indicated that there were no significant differences between the respondents and non-respondents in terms of speciality, client group served, and geographical location.
Nature of their Clinical Work and Assessment Procedures
Participants were asked to estimate the percentage of their total working time devoted to 'face-to-face' clinical work and then the percentage of that time spent on clinical work devoted to individual assessment. Participants were next asked to estimate the percentage of their assessment time they spent on objective/psychometric, projective techniques, clinical interviews, and direct observation. The data on time devoted to these activities are presented in Table 1 . Inspection of Table 1 shows that the respondents reported spending on average 13% of their time with clients on assessment. The amount of time reportedly devoted to different types of assessment varied across the four areas of work. Nevertheless, it is worth noting the frequent use of clinical interviews with an average 69% of the respondents' assessment time spent on this form of assessment. In contrast, an average of only 1% of assessment time was taken up with projective techniques. The majority of our sample (119, 75.3%), asserted that they never used projective techniques. Clinical psychologists working with learning disabled people reported using direct observation more than they used psychometric tests.
We next asked clinical psychologists about the importance of five reasons for using psychological tests and assessment procedures (see Table 2 ), and six reasons for instructing clinical psychology trainees in the use of these (see Table 3 ). These data show that the most important reason for using a psychological test/assessment was 'to answer specific questions', while the least important reason was reported to be 'experience in clinical training'. On the other hand, the most important reason for advising clinical psychology trainees to learn about assessment was to 'facilitate the therapeutic process', and the least important one was that 'test/assessment use enhances therapist prestige as perceived by clients'.
Respondents were then asked to list the objective assessment procedures and projective techniques in which they believed clinical psychology trainees should be competent. Table 4 presents the replies and compares these to the responses of American clinical psychologists.
Inspection of Table 4 indicates that both British and North American clinical psychologists 
DISCUSSION
Our questionnaire response rate of 162 (60%) was comparable with that of other recently published postal questionnaire studies amongst clinical psychologists (Piotrowski & Keller, 1992; Watkins et al., 1995) . Furthermore, from the comparisons that it was possible to make there were no significant differences between those who responded to our questionnaire and those who did not. The majority of our respondents (65%) worked for community mental health services, and nearly 30% worked for NHS hospitals. Less than 2% worked as private practitioners. In contrast, the North American clinicians surveyed by Watkins et al. (1995) predominantly worked in private practice (57%), and only 11% worked in community mental health centres or outpatient clinics. Not surprisingly, some of the respondents reported that it was difficult to make estimates of the amount of time spent on different activities, because of variability of workloads over time. Furthermore, the use of a simple time measure made it difficult to compare face-to-face assessment with that in which clients are given checklists and recording sheets to complete at home. Nevertheless, the metric adopted does have the advantage of picking up relative differences in the allocation of a valuable resource-staff time-to assessment.
The picture of UK clinical psychology assessment procedures revealed by the survey indicates that assessment forms a significant component of British clinical psychologists' time, but that formal testing of any kind is a very minor element in that activity. Moreover, compared to their North American colleagues, British psychologists seem particularly unenthusiastic about the use of projective tests. Not only Watkins et al. (1995) , but also other studies have confirmed the continuing popularity of projective testing in North America (see also Archer, Maruish, Imhof, & Piotrowski, 1991) . As noted above, clinical psychologists in the USA are often required to produce assessments and diagnoses in order to justify reimbursement of treatment costs, and it seems very likely that their much greater use of both objective and projective tests may be a reflection of that requirement. Possibly the greater use of projective tests and psychodynamic approaches by North American psychologists also reflects the greater influence of clients and insurers on their practice than is the case in the British NHS. In the latter, professional practices are more likely to be determined by the providers of services than by the recipients. Data on patterns of psychological practice in Europe might be of interest here, because of the varying mixes of public and private funding of health care that prevail there. We are not aware, however, of any published surveys with which the present results could be compared.
It should be noted that neither the British nor the American data discussed here include neuropsychologists as a distinct category of clinician. There is increasing interest in the use of neuropsychological assessments with certain client groups, such as older adults and adults with severe mental illness. Assessment practices using recently developed cognitive-neuropsychological procedures could be very different from the patterns of testing reported here.
It seems likely that the British clinical psychologists who make relatively infrequent use of psychometric tests will be unpractised in their use, and thus unlikely to have sufficient expertise to confidently train others. They will also be ill-prepared to guide non-psychological colleagues in the use and interpretation of psychological assessments. This in turn raises questions of how psychological testing is taught to trainee clinical psychologists in Britain, if there is relatively little collective interest or expertise to do so. In a similar vein, what amount of time should be devoted to training in assessment before someone is considered to be competent? Finally our results raise the question of how clinicians can maintain standards in psychometric assessment through their professional careers if they are not completing the volume of testing needed to maintain their own knowledge and skill base.
In contrast to their differences, both British and North American clinical psychologists are united in their frequent use of clinical interviews for assessment purposes. Perhaps not surprisingly, clinical interviews were employed more extensively by British clinical psychologists working with adult mental health problems than those working with other client groups. The popularity of clinical interviews for assessment is consistent with the dominant modus operandi of British clinical psychologists, which is to try and construct psychological models of a client's behaviour, experiences and problems. Such models can be eclectic, and may not be particularly well served by tests such as the MMPI that are predicated on specific diagnostic schemes or personality theories. The present data indicate that many British clinical psychologists must often use only clinical interviews, and no formal procedures, for the assessment of their clients. Clinical interviews were also popular amongst North American clinical psychologists, and it seems reasonable to suppose that clinicians in both countries find such interviews to be an important source of information about their clients.
The final question to be considered is that of the clinical effectiveness of the various assessment practices considered in this paper. This is an important question, and one that is increasingly raised by those who provide funding for psychological services. In the USA, the spiralling costs of health care generally have led medical insurers and health management organizations to demand demonstrated clinical effectiveness for reimbursable treatments. The parallel development in the British NHS is an explicit move towards evidence-based medicine (see Reynolds, 2000a,b) . It is tempting to consider clinical effectiveness solely in terms of whether a particular treatment (e.g. cognitive behaviour therapy, Jungian psychoanalysis) can be demonstrated to produce significant benefits for clients. There are two issues of concern raised here. The first is the role of formal assessment in the complex process of identifying (a) a psychological formulation of a client's problem, (b) acceptable objectives for treatment and (c) an appropriate treatment given these objectives. The second crucial role for assessment is, of course, to monitor progress and to measure the outcomes of treatment.
Given these two major roles for assessment, there are grounds for concern raised by the data from the present survey, and that conducted by Watkins et al. (1995) . The first is the extensive use of projective tests by the North Americans, despite the many systematic studies that have failed to find evidence of satisfactory reliability or validity (e.g. Anastasi & Urbina, 1997) . The second is the frequent use of clinical interviews, apparently without any associated objective measures, by many British clinical psychologists. The problem here is the wellknown general fallibility of interviews for gathering information, even when conducted by experienced practitioners. If clinical interviews lack rigorous and objective elements in their assessments then there are worrying implications for the quality of clinical practice. Indeed, psychological assessment in the service of research (and not just practice) has been similarly deficient (see Hall, 1979 ). Our conclusion is not necessarily that clinicians should make greater use of standardized tests, although this may be appropriate in some circumstances. Important improvements in the quality of clinical practice could also be achieved by introducing some structure and systematic observation into the conduct of interviews and their contribution to clinical decision-making.
It is important to ensure some rigor to assessment and assessment-based decision-making because there is little evidence that unformalized decisionmaking in clinical psychology (or indeed in any domain) has good reliability or validity. For instance, McReynolds (1968) found that a clinical prediction from given data is more accurate when made on the basis of the best statistical formulae and actuarial data than when made in a global, judgmental manner even by a skilled clinician (p. 8). Furthermore, Dawes (1994) has argued forcefully and controversially against many widely held assumptions about clinical psychology practice. Most relevant to the current interest is the assumption that experienced clinical psychologists have acquired expertise in assessing clients and identifying appropriate treatments for them. The widespread use of clinical interviews found in our survey is consistent with this assumption, but research reviewed by Dawes indicates that such expertise is often illusory. An important goal for future research, therefore, will be to examine more closely the nature and effectiveness of the assessment and decision-making procedures that are employed in clinical interviews.
